Background. Obstructive sleep apnea (OSA) is a common medical problem that affects up to 5% of the population. The majority of OSA patients are undiagnosed and have a potential for perioperative complications. Our study was conducted to validate the most widely used screening tools for identifying high risk OSA patients and to find the most predictable physical signs and symptoms of OSA.
OBJECTIVES
Obstructive sleep apnea (OSA) is a common medical and social problem that affects up to 5% of the population (1) . In the surgical patient group, the prevalence of OSA is estimated at up to 9%, in primary care practice, about 38% of men and 28% of women are at a high risk of having sleep apnea (2) . OSA is a repetitive partial or complete obstruction of the upper airway and is characterized by episodes of cessation of breathing during sleep lasting for more than 10 seconds. Population-based epidemiologic studies have shown that frequent prevalence of undiagnosed OSA is associated with significant morbidity and mortality (3, 4) . The American Society of Anesthesiologists (ASA) recently issued practice guidelines for the perioperative management of OSA patients (5) . The purpose of the guidelines was to reduce the risk of adverse outcomes in patients with OSA and to improve their perioperative care. Our study was conducted to validate the most widely used screening tools for identifying high risk OSA patients in our selected patient group and to find the most predictable physical signs and symptoms of OSA.
MATERIALS AND METHODS
At the Sleep Laboratory of Riga Stradins University, 100 patients with suspected OSA prior to the sleep study were asked to fill in patient questionnaires (STOP, STOP-BANG and Berlin Questionnaire). The patients' anthropometric data, physical signs and medical history were collected. To confirm the diagnosis and severity of OSA, all patients underwent a full night sleep study. The severity of OSA was determined by the number of apneas and hypopneas per sleep hour, the AHI index. AHI ≤ 5 corresponds to no OSA, AHI 5-15 to mild OSA, AHI 15-30 to moderate OSA, and AHI > 30 to severe OSA. To find the possible correlation, the data collected from the questionnaires were compared with the data from sleep studies (AHI).
RESULTS
Patients (n = 100) at a mean age of 47 yrs (23-73), 22 women, 78 men. No OSA was found in 17%, mild OSA in 23%, moderate OSA in 21%, severe OSA in 39% of the patients. The Spearman's rank correlation shows the relationship between OSA severity (AHI) and patient anthropometric data and clinical signs and symptoms (Table 1) . Our study also affirms that patient questionnaires can show a high degree of accuracy in our study group (Table 2) .
DISCUSSION
According to numerous epidemiologic studies, anesthesiologists in our countries often anesthetize patients with OSA not knowing about that. Due to the association of OSA with other medical conditions such as hypertension, cardiovascular events, and cerebrovascular disease, OSA patients often have ASA physical status III which aggravates the situation. Better understanding of signs and symptoms of OSA would facilitate perioperative evaluation of the patients with OSA.
As it was suggested by a meta-analysis of the screening test (4, 5) , in our patient group sleep questionnaires showed high predictive values and sensitivity in predicting OSA. It is still under discussion which clinical signs and symptoms or which combinations of them are the most characteristic; our study helped to find the clinical signs and symptoms that strongly correlate with the probability of OSA (6) . They are as follows: BMI, neck circumference, weight gain, nicturia, snoring and witnessed apneas. However, to determine the prevalence of OSA patients in our population and develop methods for the identification of OSA, further studies are required.
CONCLUSIONS
Our study found that the most reliable predictors of OSA were BMI, neck circumference, weight gain, snoring and witnessed apneas.
